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Psychiatry N early 3000 people die by suicide in Australia every year, a rate twice that of the road toll. 1 Yet progress towards reducing suicide seems very slow. You might think that we don't know how to prevent suicide. However, this is simply not the case. The World Health Organization, Australian National Mental Health Commission, Mental Health Commission of New South Wales (NSW), and organisations in the United States of America and United Kingdom all endorse similar evidence-based strategies. [2] [3] [4] [5] [6] If implemented, these strategies would reduce suicide by as much as 20-30% moving forward. 3, 7, 8 Given this, it is fair to conclude that the failure to reduce a substantial number of suicide deaths is due to poor implementation and not ignorance about what to do.
There is no doubt that significant systemic issues hinder the implementation of suicide prevention strategies. These include the lack of infrastructure needed to link and integrate healthcare and community sectors; no endorsed national blueprint for action; a lethargic response to the inclusion of people with a lived experience of suicide in decision-making; an under-resourced, and often undertrained, healthcare and community workforce; and insufficient health services for the large number of people who experience mental health problems. 4 Indeed, the dearth of mental health and suicide prevention services is a major problem in most countries, including Australia, where only a minority -perhaps fewer than 30% -of people in need receive treatment. This shortcoming is highlighted by the fact that treatments for non-communicable diseases typically reach over 50% of the population, even in low-income countries. 9 Despite these challenges, governments are now showing unprecedented interest in integrated suicide prevention. In Australia, primary health networks (PHNs) are playing a central role. PHNs are now integrating mental health and suicide prevention services and programmes into traditional (physical) healthcare systems, creating a unique opportunity to implement effective strategies on a large scale.
In this guest editorial, I outline three actions that I believe will reduce suicide deaths and attempts.
The first action is to provide high-quality care after a suicide attempt. When implemented together with other evidence-based strategies (Baker et al. 7 and Robinson et al. 10 ), high-quality aftercare services may prevent 20% of suicide attempts and deaths (Shand et al. 11 and Wilhelm et al. 12 ). On the plus side, good-quality evidence-based aftercare services are now being piloted (The Way Back Support Service, beyondblue; LifeSpan trial sites; and some regional healthcare networks). The downside is that not all aftercare services on offer are gold standard. This is compounded by the fact that they may not be a good fit for diverse or non-urban communities, consumer friendly, or culturally appropriate (Dudgeon et al. 13 ). Many also lack the types of peer support roles advocated by people with lived experience, as has been addressed in recent Delphi studies. 14 However, although quality is important, it is not the main issue for aftercare across Australia. The main issue is that, in most communities, aftercare services are simply non-existent. Without universal aftercare services, progress will be incremental. It is simply not good enough that these services are not available in every community.
The second action to reduce suicide deaths and attempts is to invest in technology. What Elon Musk is doing for energy, we must do for suicide prevention. Contrary to concern about the harmful effects of technology, it can and will help, in many ways. For instance, technology facilitates the large-scale dissemination of evidencebased psychological interventions. It provides the means to reach more people, such as the 60% of people with suicidal thoughts who do not seek professional help. Critics say that there is no substitute for professional face-to-face services, and that the use of technology devalues the person receiving care, but the truth is that technology (e.g. websites and apps) is helping people find the services they need and helping health professionals to monitor patients and deliver them help as required. Furthermore, technology can assist in ways that health professionals cannot. Consider just one example. Back-to-base pulse oximetry is now being trialled in the Hunter Region of NSW, Australia. This technology aims to prevent suicide deaths in inpatient settings by detecting low blood oxygen saturation and triggering a back-to-base alarm so that life-saving action can be taken. Even in the most well-equipped hospitals, it may not be possible for hospital staff to monitor all patients every few minutes. Technology can assist. There are countless other promising technologies such as this begging for investment. The enormity of what technology can achieve needs to be recognised through investment by governments, industry and philanthropists.
A third action, and one that is related to technology, is to invest in better data. Many people find discussions about data logistics and management overly complicated, but we must invest in and capitalise on data. There are at least four good reasons to collect data. The first is to monitor change and measure the progress of reforms at the national level. This is achieved through the collection and analysis of data on relevant indicators across multiple time points. A second reason is to obtain information about suicide rates, risk factors, treatments and outcomes. Overall, Australia has very poor national suicide data to assist with this aim. There are two statebased suicide registers, both providing mortality data: (a) the Victorian Suicide Register, which operates as a suicide surveillance system; and (b) the Queensland Suicide Register, which is incorporated as an interim register using early state coronial data. 15 Data from other states, and data on self-harm, an important indicator of suicide risk, are not currently available. However, for the first time in Australia, the Black Dog Institute, supported by the Paul Ramsay Foundation, is aiming to link multiple sources of data on suicide attempts. Hospital admissions data on those who have attempted suicide will be linked with the NSW Mental Health Ambulatory Data Collection (to assess outpatient care), NSW Emergency Department Data Collection (for re-presentations and re-admissions) and NSW Mortality Data (for all-cause mortality), and then de-identified for research purposes. Medicare and Pharmaceutical Benefits Scheme data could also be linked, with approval by ethics committees. Data linkage is costly to establish, but less costly to maintain, and it is something that needs ongoing support from governments, consistent with the Fifth Mental Health and Suicide Prevention Plan. 16 The third good reason to collect data is to help communities tailor their suicide prevention strategies. Geospatial data can be used to inform the development of targeted means restriction and harm minimisation in accordance with the specific risks and needs of different communities. Again, with support from the Paul Ramsay Foundation, researchers at Australian National University and the Black Dog Institute have developed a novel geospatial mapping platform that is currently being used to identify suicide clusters, monitor how these clusters change over time and identify modifiable risk factors in specific geographical areas. As this platform becomes better equipped to integrate the very latest data, it will be able to identify emerging suicide clusters, enable faster intervention and provide unique and valuable insights into suicide-related risk factors. Finally, and most importantly, we need data in order to provide 'wrap-around care' for people who experience suicidal thoughts and/or who have attempted suicide. Currently, a person who is identified as at risk of suicide in the community, school or primary care setting cannot be tracked across these settings, which is a barrier to continuity of care. This has to change.
In many respects, we are at a standing start, facing an enormous challenge. However, we can and must move forward by providing the highest-quality aftercare services, investing in technology and improving and capitalising on data.
